SA ORTHOPAEDIC JOURNAL Summer 2010 / Page 83 T hese two excellent articles highlight the uncertainty and lack of uniformity in managing a common devastating spinal injury even in developed countries. The South African conditions are particularly vulnerable to widely differing methods of management.
R
ecently I had many patients in my practice who were refused funding for joint arthroplasty on account of their weight. According to their funders obesity carried an unacceptable risk to joint arthroplasty (hips and knees). I couldn't understand the reason for this and researched the literature. I found 110 articles, published over the past ten years, in the English-language literature, which refers to obesity and joint replacement. The most relevant of these in my opinion was an excellent editorial in the British JBJS by Horan.
It seems that a similar strategy was followed in England by funders who refused funding of arthroplasty for obese patients. In this paper by Horan, he questions the validity of the exclusion of obese patients. Horan looked at hip and knee replacements. The literature shows no objective evidence that there is a difference in outcome between obese and nonobese patients. Although some short-term studies reported a higher rate of wound complications and thromboembolism, several long-term studies showed no difference in the outcome of hip or knee arthroplasty in obese and non-obese patients. Horan makes one comment on the morbidly obese patient. In a study by Amin in the same journal an adverse functional and radiological outcome was shown in the morbidly obese with knee arthroplasty. He cautions however that this is a short-term study and that long-term follow-up is necessary to validate the findings.
Horan states that at present there is no randomised controlled trial that suggests an adverse outcome for hip or knee replacements in obese patients. On the contrary, the studies available show equivocal outcomes for obese and non-obese patients. It seems possible that morbidly obese patients (BMI>40) might have an increased risk for complications. This however needs further research. Horan also states that it remains a fact that the improvement in the quality of life of hip and knee arthroplasty patients is considerable, irrespective of their weight, and surgery should not be refused on weight issues.
In the South African context many of these injuries are managed at smaller district hospitals and the management options may be restricted. Surgical options are limited and this should be taken into consideration when embarking on a treatment option.
Management of cervical dislocations with limited surgical resources
Neurologically complete and deteriorating neurological deficits should have closed reduction as an emergency using standard protocols. The neurologically 'complete' patient has nothing to lose and everything to gain from urgent reduction especially with bifacet dislocations.
The neurologically intact patient on the other hand has very little to gain but should they deteriorate during closed reduction without surgical management being available, it would be catastrophic. MRI prior to reduction can give additional information regarding significant disc herniation but is not conclusive regarding the choice of open vs closed reduction.
Closed reduction in these patients should only be attempted where an unreasonable delay is expected in getting the patient to theatre for definitive treatment.
Neurologically incomplete patients need individual management decisions. Without appropriate surgical expertise the benefits of immediate closed reduction need to be weighed against the risks of iatrogenic neurological deterioration. With severe deficits the balance is in favour of early closed reduction when definitive surgical management is not readily accessible.
Summary
The techniques and indications of gradual closed reduction should be mandatory knowledge in all hospitals. Where closed reduction is to be attempted provision should be made for conversion to surgical reduction if required. Where this is not possible closed reduction should be reserved for the severely neurologically injured patient where the risk-benefit ratio is favourable or when unacceptable delay in definitive surgical management is anticipated.
T he above articles have revealed the increased consideration for the pathogen Propionibacterium acnes as a cause of infection after shoulder surgery, especially in shoulder arthroplasties. P. acnes is a Gram-positive anaerobic bacillus that is closely associated with sebum-rich hair follicles. The paper by Patel et al proves that P. acnes colonises the skin around the shoulder in greater numbers than around the knee or hip. They evaluated shoulder surgical sites such as the anterior and posterior acromion area as well as the anterior axillary fold. Male patients were found to have a higher rate of colonisation of P. acnes than women. The reason for this is the higher incidence of hair and perspiration in men compared to women. It is important to note that the P. acnes organism is difficult to culture. This is due in part to the organism's ability to reside intracellularly and remain dormant for weeks. Anaerobic tissue culture and prolonged incubation (up to 14 days) are required to isolate the organism. The study has also revealed that the level of Staphylococcus colonisation in the shoulder areas is just as high as that of P. acnes. It is therefore important for the surgeon performing shoulder procedures to consider these factors when deciding on his or her prophylactic antibiotic regimen. In the second article related to this organism the authors retrospectively evaluated 11 cases of infected shoulder arthroplasties due to P. acnes in order to determine its clinical presentation and to propose treatment options. Group I consisted of five patients who were diagnosed with infection clinically on the basis of wound erythema or drainage, positive cultures or the presence of a fluid collection. Group II consisted of six patients who were treated for prosthetic-or soft tissuerelated dysfunction without any suspicion of an underlying infection. An infection was then 'incidentally' diagnosed intra-operatively. Confirmation of infection in both groups was made by means of frozen sections intra-operatively. The presence of the organism was then confirmed by culture samples and only after an average of nine days of incubation. When they evaluated the sensitivity and resistance of these cultures they found them to be resistant to metronidazole but sensitive to penicillin and clindamycin. The authors came to four valuable recommendations to prevent and manage these patients: • Isolate the axilla by means of an adhesive antimicrobial drape (Ioban™; 3M) before any skin incisions are made. • All culture specimens from potential surgical site infections or infected prosthesis components should be incubated for a minimum of 10 days. • All patients undergoing revision shoulder surgery should be informed beforehand that intra-operative findings such as a positive frozen section (indicating possible infection) can alter the planned treatment intra-operatively. This is especially applicable in cases where infection is not suspected.
• Surgeons should have a very high index of suspicion for infection in all patients with a painful shoulder following the insertion of a prosthesis.
Being aware of the role of P. acnes in causing infections related to shoulder surgery will assist in the successful prevention and treatment of these difficult cases. It is important to take note that standard techniques of culturing specimens will not isolate the P. acnes organism. Surgeons should therefore discuss these cases with their microbiologist to ensure that correct culturing techniques are used.
